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V 000 INITIAL COMMENTS V 000

 This was a federal ESRD complaint survey

Complaint IN00135951 - Unsubstantiated: Lack 

of sufficient evidence.

Survey Date: 11/7/13

Facility #:  009879

Medicaid Vendor #:  200032320C

Surveyor:  Bridget Boston RN, Public Health 

Nurse Surveyor 

In-Center Hemodialysis Census: 117

Fresenius Medical Care Nephrology Blackthorn 

was found to be in compliance with the Condition 

for Coverage 494.180: Governance as related to 

this complaint. 
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